The data are relatively clear cut that palliative care improves quality of life and symptom control, improves quality of care by reducing aggressive but unsuccessful end of life care, and reduces costs. That should be an easy message to deliver to the public, health care administrators, payers, and governments. In fact, the arguments to develop palliative care services must be clear and concise, and make the clinical and financial case for the services that the palliative care team wants to deliver. Here, we discuss some of the types of models including consult services, outpatient programs, and inpatient units; the important components; some easy to use screening tools; components of the consultation team; a model medical record that increases "prompts" to do best palliative care; and data to report to supervisors.
what palliative care site and method gives the best results?
There are few data about what site or type of care provides the best outcomes. For the Center to Advance Palliative Care Curriculum Palliative Care Leadership Program we made a learning tool to identify appropriate palliative care model and staffing model. We found that teams had three types of care:
1. inpatient consult services only; 2. inpatient units (IP units) with or without consult services; and 3. outpatient clinic only. Of course, there are advantages and disadvantages to each as shown in Table 1 .
Inpatient palliative care units (PCUs) are devoted to providing only palliative care, with special nurses, training, and protocols just like the Intensive Care Unit. The advantages include specialized care, the ability to do certain procedures such as lidocaine or ketamine infusions, and it makes a visible 'home' for palliative care training, research, and donations. The disadvantage is that the PCU is a 'cost center' with a budget, and may be held to usual benchmarks such as 75% occupancy, and at least break even financially. To date, all the data show that palliative care saves money, as shown in Figure 1 , with typical savings of US$5000-7500 per case.
Consult services are the easiest program to start and maintain. Consult services only need a health care professional to see patients and apply palliative care. Although we think of palliative care as fully interdisciplinary, there are no data that the full team is needed -or not. Muir et al. [6] did palliative care in oncology offices with 'just' a physician and advance practice nurse, and showed better symptom management. They set up the program this way because of reimbursement in the US which is only for doctors and nurses. They could have added a social worker who can bill for some counseling services. They showed a 21% decrease in symptom burden, an increase in oncologist satisfaction (necessary for them to continue to work with oncologists) and consults increased by 87% in 2 years. They saved each oncologist over 4 weeks of time so that the practice could do more regular oncology. In our own settings, chaplains do not get reimbursed, and psychologists may not be able to generate their own salary in billings, so most programs raise money to support these services. It is our opinion that these services are essential, and in our experience, patients and families greatly appreciate these 'special' types of care. For a recent review of oncologistpalliative care services see Alesi et al. [7] .
The actual role of the consult service will vary with local customs and culture. Some consult services only make recommendations, whereas others actually assume care of the patient and write orders, take calls, etc. A 'recommendation' service is easier to start and maintain as it does not have long-term or intense responsibility. However, it may also not change practice much, especially at first, and loses the opportunity to standardize care with subsequent cost savings. The 'assume care' model requires more staff time to assume the care of medically complex patients, and must have arrangements for night and weekend coverage, but offers the strongest opportunity to create a model of standardized, medically appropriate, lower cost care. Those programs that want to advance palliative care earlier into the trajectory of care, i.e. during palliative chemotherapy treatment or during heart failure management, will need more staff and hours than those that concentrate on more traditional end-of-life care.
There is only one study that attempted to directly compare the experience with either consultation programs or inpatient palliative care units. Casarett et al. [8] interviewed 10 633 surviving caregivers after the death of their loved one in the US Veterans Administration system, with a response rate of 50-65%. Families of patients with Figure 1 . Impact of palliative care on health care costs. VCU IP, Virginia Commonwealth University Inpatients; Alive DC, patients discharged alive; Decedents, patients who died in the hospital; OP, outpatients; IP, inpatients. what are important components of a palliative care program?
We can identify some components which we think are important, including screening tools for consults and admissions, use of guidelines and standardized algorithms, use of a standard note for consults, and standardized metrics for comparison.
There are excellent screening tools available on the Center to Advance Palliative Care website (http://www.capc.org/tools-forpalliative-care-programs/clinical-tools/). We use a modification of the Geisenger Clinic Form, shown in Figure 2 . Many algorithms that improve care are also available free of charge on the same website and can be modified for local use.
The National Consensus Project [9] created guidelines that have been used in several studies with good results, especially that of Temel et al. [10] in non-small cell lung cancer which showed better palliation and 2.7 months more survival. Our modification is shown in Table 2 , and includes 'Always call the referring physician before discussing prognosis'.
We have developed a standardized note with prompts. Prompts work [11] , and prompts about advance medical directives can increase the number of discussions. Making a list of treatments done before helps us know when it is time to transition away from chemotherapy, such as three lines of chemotherapy in non-small cell lung cancer treatment. It appears to be almost universal that 10%-30% of patients receive chemotherapy in their last 2-4 weeks of life, regardless of profit motives of the oncologist [12] , so we need better prompts to know when to have the discussion. One such note is shown in Figure 3 .
Programs [13] should monitor their own performance for internal and external comparison. Weissman and Meier [14] have proposed standardized metrics, shown in modified form in Table 2 . This data helps us determine who our customers are, and who is not referring to us, for selective marketing.
conclusions Palliative care is a rapidly growing specialty that improves care at a cost we can afford, in every country. There are ways to structure the program and tools to enhance service. We illustrate some of symposium article Annals of Oncology these from our experience. Much research needs to be done to maximize efficiency and quality by directly comparing such methods, but there are ample ways to improve today.
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